Discussion.-Dr. GORDON PUGH (President) said that children with a hip ankylosed in adduction with only slight flexion were apt to develop structural scoliosis, particularly the older girls. If the hip was fixed in a position of adduction with a flexion of 400 or more, however. this did not occur, for it was then not necessary for the child to bend the spine over towards the affected side on sitting, although in standing or lying it was curved laterally through tilting of the pelvis. But if the adduction was associated with only slight flexion, it was necessary for the child to bend the spine over to the affected side in sitting, and thus, whether she were lying, standing or sitting, the pelvis was tilted up on the affected side and at no time was the spine at right angles with the interspinous line. The child almost always developed structural scoliosis with the concavity towards the affected hip. If he (the speaker) was correct in assuming that Mr. Lambrinudi was endeavouring to undo a lumbar scoliosis by over-'extending and adducting the hip on the side of the convexity, he thought the method might prove useful, and he regarded the suggestion as a very interesting one.
Mr. LAMBRINUDI (in reply) said that in the first case he did not try to fix the pelvis; what he made use of was a leverage action, the plaster spica came above the iliac crest, so that when the patient adducted her leg she automatically pulled her lumbar spine over to the right. It was a direct pull. In the second case, however, he did propose to fix the pelvis with the hips flexed, as Dr. Pugh stated. By so doing he hoped that the patient would develop a compensatory lordosis, and thus, by her own effort, correct her attitude.
Case of ? Periostitis of Metatarsal.
By ALAN TODD, M.S. THIS womi1an, aged 32, told me that there had been n-o injury of hler foot. She complained first in November, 1925, of a red, painful swelling at the neck of the second left metatarsal. There was an obvious firm, rounded swelling there. She was hardly able to walk at all, and she had a painful limp. She has never fully recovered from the condition. She complains a good deal, and says that Whe cannot walk more than a quarter of a mile. Still, the pain is much less acute than it was. The skiagram originally taken cannot be found, but there was no evidence of fracture, not even of a crack; there was a little "fuzzy " patch of wh-at I think was typical periostitis on one side of the metatarsal, and gradually that has becomne better defined, until it has arrived at what you see to-day. We have investigated the case in every way. The dentist, laryngologist and radiologist give her a clean bill of health; her Widal and lher Wassermann reactions are botlh negative. I do not know what is the cause of her condition. The p)atient and I are most concerned to know how to relieve it, as she is a good deal crippled by it. She has bunions and splay feet, but her symptoms have always been referred to the site of that bony thickening. Perhaps it would be worth while to channel that )atch of sclerosed bone; I do not think drilling it would do any permanent good. Strapping the foot over a Scott's dressing has relieved her, temporarily, to some extent.
Discn8sion.-Mr. B. WHITCHURCH HOWELL said he thought this was a case of" marching fracture " of the second metatarsal bone in a flat foot which had bunions. Perhaps it was a subperiosteal fracture. Walking in the pronated position on the inside of the foot had caused fibular deviation of the distal end, with a buttressing of thick periosteal bone on that side. This, in his view, was the whole cause of the trouble, and he thouight the treatment to be adopted should be that of flat foot.
Mr. W. R. BRISTOW said he differed from both the exhibitor and Mr. Howell as to the treatment. In the examination room this woman told him definitely that her pain was about the metatarsal head. Looking at the skiagram one could see an osteophyte extending between Section of Orthopdics 61 the first and second mnetatarsals, and if she were under his care he would excise the head of the bone, restore the anterior arch, and let the bunion take care of itself. He did not see why the thickened second mnetatarsal bone should cause pain; it was not tender on direct palpation, and he doubted whether the patient would be relieved, either by boring or by channelling the bone.
Mr. T. H. OPENSHAW thought there must be a crack in the bone, i.e., in the second metatarsal. He did not see any osteophyte on the outer side of the head of the first metatarsal bone: he thought the round lump seen in the X-ray was a sesamoid bone. The exostosis on the inner side of the head of the first metatarsal bone was about the usual amount of enlargement. He did not believe in removing the head of the bone; he had done this operation on a patient recently, and her toe was now much more stiff than was any great toe he had operated upon for years. He had operated upon most great toes for hallux valgus by shaving off the exostosis and there was never any resulting stiffness of the metatarso-phalangeal joint. Perhaps the exostosis in this case should be shaved off. He did not see any reason why this patient should get excessive pain as the resuilt of her periostitis on the inner side of the shaft of the second metatarsal.
Mr. ALAN TODD (in reply) said it was unfortunate that he could not show the original radiogranms. If there was a crack, it was not detectable. There was at first a fuzzy concavesurfaced patch, like a periostitis due to focal sepsis elsewhere, such as the teeth, and only gradually, in the course of two years, did it assume the well-defined qjpearance now seen.
From the first the patient had referred her pain consistently and exclusively to the tender lump; he did not know whether there was now a neurotic element about it, but in the first place probably the pain was definitely located there. Someone had pointed out that the inflammatory condition was not confined solely to that thickening at the neck of the mnetatarsal; that there was much thickening right down the shaft of the bone. One could clearly see in the negative a-little barrel-shaped thickening of the shafts of the phalanges, confirmatory evidence, he thought, of a slight septic condition in the foot. These findings were perhaps in favour of his view that this was a septic periostitis rather than an inflammatory vesponse to an inJury.
Bilateral Contracture of Sterno-mastoid Muscles. By S. L. HIGGS, F.R.C.S. PATIENT, a girl, aged 9 years, the youngest of four in the family, the other children being normal. The condition, I think, is a very rare one. The mother says that the birth of this childc was uncomplicated, but she thinks forceps were used. It was a vertex presentation. At birth the child weighed only 3i lb. The child has had operations for removal of tonsils and adenoids, one at two years of age, the other at six years. The mother noted that in infancy the child had a short neck, and that recently she has been becoming increasingly round-shouldered. At present there is contracture of both sterno-mastoids, more marked on the left side than on the right; there is also slight asy-mmetry of the face, fixed kyphosis, and marked prominence of the upper part of the sternum and the anterior ends of the ribs. The inner ends of the clavicles are high, and the neck is short. Movements are fairly free, except extension, which is limited. Skiagrams show no abnormality in the spine.
I propose to do open division of both sterno-mastoids, and follow that up by stretching and exercises, and making her rest on a plaster bed with the head-piece well dropped back so as to maintain extension of the head.
Have other Members had experience of this bilateral condition, and can they give me any suggestions as to treatment ? I do not want now to bring up the vexed
